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Case Report

An Otogenic Temporal Lobe Abscess Mimicking Stroke
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Abstract
Otogenic intracranial abscess is a rare but life-threatening complication of otitis media, often presenting with 
nonspecific neurological symptoms and misdiagnosis in the early stages. We report the case of a 36year old male 
who was transferred to the Emergency Department with isolated aphasia and no other focal neurological deficits. 
Physical examination was unremarkable and vitals were stable. One month prior, the patient had an episode of 
acute otitis media which was treated with a course of antibiotics. Over a span of time he developed aphasia which 
was noted by his family. Initial diagnostic impression by a neurologist was a prior missed cerebral infarction and 
the patient was referred to get an MRI to localize the lesion. MRI revealed a left temporal lobe ring enhancing le-
sion, cerebral edema and midline shift. Due to the severity of the imaging findings and potential risk of neurological 
deterioration, urgent neurosurgical and otolaryngology consultation was obtained by the emergency department. 
The patient was diagnosed with an Otogenic Intracranial Abscess and underwent intracerebral abscess drainage 
and radical mastoidectomy without any complications. The postoperative period was uneventful and the patient 
was soon discharged home.
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Introduction
Brain abscess is a serious intracranial infection characterized by 
a localized collection of purulent material surrounded by an in-
flammatory capsule. Despite advances in antimicrobial therapy 
and neurosurgical techniques, brain abscess remains associated 
with significant morbidity and mortality, particularly when diag-
nosis is delayed.

Otogenic infections, including chronic otitis media and mastoid-
itis, can rarely extend intracranially and result in complications 
such as meningitis, epidural abscess, subdural empyema, venous 
sinus thrombosis, and brain abscess. The temporal lobe and cer-
ebellum are the most commonly affected intracranial regions in 
otogenic brain abscess because of their anatomical proximity to 
the middle ear and mastoid.

The clinical presentation can be nonspecific. Focal neurological 
deficits may occur depending on the location of the abscess and 
can occasionally mimic ischemic stroke. Neuroimaging there-

fore plays a critical role in establishing the diagnosis. On MRI, 
diffusion restriction within a ring-enhancing lesion is particular-
ly suggestive of a pyogenic abscess.

We present a case of a 36-year-old male with a recent history 
of acute otitis media who developed acute speech impairment 
and was initially suspected to have a cerebrovascular event. MRI 
subsequently demonstrated a large left temporal lobe abscess 
with extensive edema and significant mass effect.

Case Presentation
A 36-year-old male presented with acute speech impairment 
characterized by an inability to enunciate words. Due to his in-
ability to communicate verbally, he reportedly expressed his dis-
tress by screaming. Assessment of his mental state was limited 
by his low intellectual baseline and generally quiet nature. Phys-
ical examination was unremarkable and the patient was afebrile 
and vitally stable. 
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Figure 1

Approximately one month before presentation, the patient had 
experienced an episode of acute otitis media, which was treat-
ed with a course of antibiotics. Three days before hospital ad-
mission, he was evaluated by a neurologist because of the new 
speech disturbance. A cerebrovascular event was initially sus-
pected, and the patient was referred for magnetic resonance im-
aging of the brain.

The patient was admitted on April 7, 2026. Neurological exam-
ination was reported as normal at the time of admission.

Contrast-enhanced MRI of the brain demonstrated an oval le-
sion in the left temporal lobe measuring approximately 4 × 2.6 × 
2.8 cm. The lesion was hypointense on T1-weighted and FLAIR 

images and hyperintense on T2-weighted images, with a het-
erogeneous internal structure. Marked diffusion restriction was 
present. Following contrast administration, heterogeneous pe-
ripheral enhancement with a thick capsule was observed, strong-
ly suggestive of an intracranial abscess.

Extensive perifocal edema surrounded the lesion and extended 
toward the basal ganglia, dorsolateral thalamic region, lateral as-
pect of the left cerebral peduncle, left side of the optic chiasm, 
and optic tract. There was significant compression and displace-
ment of adjacent cerebral structures, including the left hippo-
campus. Approximately 7 mm of midline shift from left to right 
was observed [1-5].

Figure 2

The basal cisterns were deformed, and the left-sided subarach-
noid spaces were diminished. The ventricular system was asym-
metric, with supratentorial ventricular dilatation and narrowing 
of the right-sided ventricular structures. Mild dilatation of the 
right lateral ventricle and posterior horn was also noted, sug-
gesting impaired cerebrospinal fluid circulation. The dura adja-
cent to the lesion was thickened to approximately 4 mm over a 
1.5-cm segment and demonstrated contrast enhancement. The 

brainstem and cerebellum were structurally preserved, although 
significant mass effect was present.

Imaging of the left temporal bone demonstrated abnormalities 
involving the middle ear and mastoid region, including opaci-
fication of the antrum/tympanic cavity and mastoid sclerosis. 
These findings, in conjunction with the recent history of otitis 
media, supported an otogenic origin of the intracranial infection.
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The final radiological impression was an intracranial abscess as-
sociated with meningitis, extensive cerebral edema, significant 
mass effect, midline shift, and ventricular obstruction.

The patient underwent intracerebral abscess removal and radical 
mastoidectomy to achieve source control of both the intracranial 
infection and the presumed otogenic focus. The patient was dis-
charged from the hospital on April 16, 2026.

Figure 3

Discussion
Otogenic brain abscess is an uncommon but serious complica-
tion of middle ear and mastoid infection. Although the incidence 
of intracranial complications of otitis media has decreased sub-
stantially with widespread antibiotic use, these complications 
continue to occur and can result in severe neurological morbid-
ity.

The anatomical proximity between the middle ear, mastoid, tem-
poral bone, and intracranial structures facilitates the spread of 
infection from the temporal bone into the cranial cavity. In this 
patient, the presence of ipsilateral middle ear and mastoid ab-
normalities on MRI, together with a recent history of acute otitis 
media, strongly supported an otogenic source of the temporal 
lobe abscess.

The initial clinical impression of stroke illustrates an important 
diagnostic challenge. Acute focal neurological deficits, partic-
ularly speech disturbances, commonly trigger evaluation for 
cerebrovascular disease. However, a brain abscess can produce 
similar focal deficits through direct involvement or compression 
of eloquent cortical regions and surrounding structures. The ab-
sence of fever or obvious systemic signs of infection should not 
exclude an intracranial abscess.

MRI was decisive in establishing the diagnosis in this case. The 
lesion demonstrated a thick capsule with peripheral enhance-
ment and marked diffusion restriction. Restricted diffusion with-
in the abscess cavity is characteristic of a pyogenic abscess and 
results from the viscous, protein-rich and cellular nature of puru-
lent material. This feature can help differentiate an abscess from 
necrotic tumors and other ring-enhancing intracranial lesions.

The lesion was also associated with extensive cerebral edema 
and substantial mass effect. The approximately 7-mm midline 
shift, ventricular distortion, basal cistern deformation, and com-
pression of adjacent structures demonstrate the severity of the 

intracranial process. Such findings carry a risk of neurological 
deterioration and herniation and require urgent management. 
Treatment of brain abscess generally requires antimicrobial 
therapy combined with neurosurgical drainage or excision when 
indicated. In cases of otogenic origin, management of the pri-
mary ear and mastoid infection is also essential. In this patient, 
intracerebral abscess removal was performed together with rad-
ical mastoidectomy, providing treatment of both the intracranial 
collection and the presumed source of infection.

This case reinforces the importance of obtaining a detailed histo-
ry of recent ear infections in patients presenting with new neuro-
logical symptoms. A temporal lobe lesion in a patient with recent 
otitis media should prompt consideration of an otogenic brain 
abscess, even when the presenting symptoms initially suggest 
ischemic stroke.

Conclusion
Otogenic temporal lobe abscess is a rare but potentially 
life-threatening complication of otitis media that may present 
with focal neurological symptoms mimicking ischemic stroke. 
In patients with recent otologic infection and new neurological 
deficits, intracranial abscess should remain an important differ-
ential diagnosis. MRI with diffusion-weighted and contrast-en-
hanced sequences is crucial for rapid diagnosis. Early recogni-
tion and appropriate surgical management of both the abscess 
and the underlying otogenic source are essential to minimize 
neurological complications.
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